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To:  All First Responders
From: Kim Landry, MD, Medical Director
RE: 2018First Responder TreatmepRtotocols

Enclosed are the treatment protocols for use by First Responders/FRO when dispatched to assist
EMS on medical calls. These protocols will serve as guidelines to help first responders in their
scene size up, assessmamd treatment of patients prior to the arrival of the advanced life

support ambulance. First Responders will perform only those procedures they are credentialed
and/or have been trained to perform, i.e. blood glucose check, CPR, splinting, etc. Upbn arriva

of EMS, the First Responder(s) will relinquish care to the EMS personnel and assist the EMS
service as requested/instructed by EMS personnel.

| wish to specifically emphasize the following:

1. Hazards on sceneare a priority for your safetyaswellasfoh e pat i avaert 6s. Lo
the scene; pay particular attention for downed power lines, chemical spills, placards,
fumes, etcSTOP, LOOK, LISTEN AND SMELL BEFORE YOU ENTER THE
SCENE!

2. Universal precautionsshould be used at all times to protect yourself@hersfrom
infectious hazards. See Appendix A.

3. Ammonia ampulesare NOT to be used by first responders because of a potential risk of
causing harm tpatients.

4. Spinal Immobilization i Recent literature has been published that raises the concern of
possible harm from back boarding patients. Cervical collars, immobilization devices
and backboards should be applied judiciousfyunable to immobilize patient, do not
move prior to thermival of EMS unless absolutely necessary (e.g., to protect from
hazards or to gain access for resuscitation). The spine should be manually immobilized
promptly before any movementagempted.

5. Suction: Use Yankuer suction only in the oropharynx and @slyleeply as yoecan
visualize. Do not probe blindly. Oxygenate before and after suctioning. Saction
longer than 15 seconds a time.

6. Cancellation of Ambulance

DO NOT CANCEL AMBULANCE WITHOUT COMMUNICATING WITH EMS

A. Incapacitated PatientRatientanay NOT have the capacity to refuse
treatment/transpoit:

(1) Level of consciousness is impaired, or is potentially impairedrigr
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reason (such as intoxication, potential head injury, confusion due to
injury or illness, low blood sugar, lolalood pressure, etc.)
OR
(2) Patient is a minor with no legal guardiaresent.

B. Competent patientdt obvious or potentially serious illness or injury exists, and
patient is refusing treatment or transport, the EMS crew must evalugiatieet
prior to anycancellation of theall.

C. Use a caring, tactful and ndhreatening supportive approach. First Responders
should not physically restrain combative patients as that may lead to further
injury of the patient or injury to the provider. Law enforcement efSanay help
calm hostile patients and should be the ones to restrain any \pelsons.

7. |n order to operate by these protocols, the first responder must meet these
qualifications:

A. Must have a current (successfully completed within the past two y2@r)
Curricula First Responder training. In order to meet this requirement, if it has
been longer than two years since your First Responder training, youefresh
by taking the DOTCurricula First Responder refresher course or by completing
the initial First Responder traininggain.

B.Must maintain current CPR Afor the prof
(American Heart or American Red Cross or American SafetyHaadth
Institute areacceptable.)

C. Inlieu of DOT-Curricula First Responder training, First Responder personnel
may be certified/trained in one of the following areas in order to take part in
aspects of patient care:

1. Current Florida certification as an EMT,
2. National registered EMT or EMP
3. Current Florida certification as a Paramedic

D. Other MedicaProfessionals:

Individuals who are licensed as LPN, RN, PA, DO or MD in the State of Florida
must successfully complete and maintain current DOT First Responder
certification in order tgarticipate in organized first response. Any exceptions to
this requirement must be made by the Medical Director in writing. Any medical
professionals who act beyond the scope of these First Responder protocols do so
under their own risk with the understing that they assume full liability for any
advanced care they provide. Further, they are reminded that treatment beyond
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these protocols may not be protected under Good Samaritan Laws.

E. In order to utilize AED, the First Responder must ntieetollowing
gualifications:

(1) Be a member of a local organized first response agency (fire @S,
industrial emergency teamtc.)

(2) Must attend an AED class every two yeAND complete a proficiency
review every six months. OR, the First Responder may maintain current
certification in Advance Cardiac Life Supp@ACLS).

(3) Must meet all the preceding qualifications to be a fesponder.

F. In order to use the King Airway tHest responder must: (1) Complete the

training provided by an approved instructor with Lifeguard, and (2) be certified
by the Medical Director. See Appendix B fmocedure

Kim Landry, MD, FACEP, FAAEM
Medical Director

Date Signed:5 /3 / 2018
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01- GENERAL SUPPORTIVE CARE
Reviewed and approved: 2018

This outline for general supportive care is to be used in all the following protocols. Any
exceptions or special considerations will be noted in that particular protocol.

ASSESSMENT

AssessmenBased Care
A typical patient assessment contains four major components (Figure 12.2):

1 Scene sizap. Thescene sizaip is an overview of the scene to identify any
obvious or potentighazards.

1 Primary assessmerithis is a quick assessment oé thatient's airway,
breathing, circulation, and bleeding undertaken to detect and correct any
immediate lifethreateningproblems.

1 Secondary assessmefihe secondary assessment is a more thorough assessment
of the patient and has tveobcomponents:

1 History. This includes all the information that you can gather regarding the pa
tient's condition as well as any previous meduisiory.

1 Physical examThis includes using your hands and eyes to inspect the patient for
any signs of illness and/ojury.

1 Reassessmemlonitoring the patient to detect any changes in his condition, this
component repeats the primary assessment (usually done en route to the hospital),
corrects any additional lifehreatening problems, repeats vital signs,araduates
and aglusts as needed aimnterventions performed, such as repositioning the
patient or increasing supplemental oxygen. You will find that the condition of
your patient will improve, stay the same, or getse.
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Perform scene size-up and
ensure personal safety l

Safe scene Unsafe scene
¥

Unsafe Scene requires control. You may
have to wait while hazards are corrected

-

-———— Perform primary assessment
|

Y Y
TRAUMA PATIENT MEDICAL PATIENT
Re-evaluate mechanism Re-evaluate
l’ of injury (MOI) —I lr mental status
Significant MOI No significant MOI Unresponsive Responsive
l A\l ¥ ¥
Perform focused Perform Obtain history of chief
Perform rapid assessment for specific rapid assessment complaint and SAMPLE
assessment injury history
¥ A\
l l Obtain baseline Perform a focused
Obtain baseline Obtain baseline vital signs assessment based on
vital signs vital signs the patient’s chief
l l 1 complaint
Obtain history of \
Obtain SAMPLE . - present iliness and Obtain baseline
history OO S SAMPLE history vital signs
Perform complete secondary nent

and reassessments as appropriate.

|

Hand off patient, patient information, and patient’s
personal property to responding EMS unit and
help ready for transport.

Figure 12.2 + Patient assessment algorithm

|.  Scene sizaip. STOP, LOOK, LISTENAND SMELL BEFORE YOU ENTERTHE
SCENE!

Scene safety is youftoncern

Number of patients and need for additioresources

Determine themgamnt i ent s chi ef

Lift, move, or reposition the patient only when inescessary

Protect patient privacy andaintainconfidentiality

Be t he advadateent 6s

Il. BSI Precautlons Universal precautions should be used to protect yourselitards
from infectious hazards (Gloves and Eye protectionnaingmum).

mTmoow>
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A. Synthetic gloves
i. Put on your glovebefore you make contact
i. Puton a % pair of gloves around sharp objects, such as broken glass and
metal edges at a collision scene.
ii. Wash hands and change gloves between patients
B. Face shield omask
i. where surgicatype masks for blood or fluigplatter
ii. Forfine particles of airborne droplets (coughing), wear a-afjiciency
particulate air (HEPA) or M5 respirator. In addition, a surgiggpe
mask can be placed on tpatient.
C. Eye protection: use eyewear that protects from both the frordidesl
D. Gowns protect your clothing and bare skin when there is spubtoag,
childbirth, or multiple injuries with heavyleeding.

ll. Initial (Primary) Assessment

A. Airway:

a. If patient unconscious, observe for trauma and gusBgiGe and

Airway.
B. Breathing:

a. Havesuction available and ready in case/omiting.

b. Carefully assess for adequalisten, Ai r way
and HENOT MAINTAINING AIRWAY OR ADEQUATE
BREATHING, GO IMMEDIATELY TO TREATMENT BELOW.

C. Circulation:
a. Carefully assess pulsedaperfusionlF NO PULSE, IMMEDIATELY
CALL FOR AED AND BEGIN CPR .
D. Disability:
a. Assess mental status
E. Expose/Examine

a. Obtain Vital Signs, including pulse, respiratory rate, blpassure,
temperature (idpplicable)

b. Look for obvious injury or area eénderness

c. Abnormal skincolor/temperature

DO NOT PROCEED TO SECONDARY ASSESSMENT UNTILL ALL LIFE -
THREATENING PROBLEMS IDENTIFIED IN THE PRIMARY SURVEY
HAVE BEEN ADDRESSED!

IV. Secondary Assessment: including
A. Patient history. Information relatingtotheat i ent 6 s current ¢ omp
condition, as well as information about past medical and surgical protsiatns
could berelated.
1. Location
. Onset

2
3. Precipitatingevents
4. Quality
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Radiation

Severity

Modifying factors
AssociatedSsymptoms

. Prior histoy of same/similar
10. SA-M-P-L-E

I. Signs andsymptoms
ii. Allergies

ii. Medications

iv. Past history

v. Last oralintake
vi. Events

© o N O

a. (If available, name of privagghysician)

B. Rapid secondary assessment: a quick, less detailegdreaml assessment thfe
most critical patient
C. Focused secondary assessment: this is conducted stalhepatients It
focuses on the specific injury or medicalmplaint
D. Vital signs: BP, Pulse, Respiratory rate, skin sigogijls
E. Physical Exam: Look for;
1. Signs: these are what you see, feel, hezadt,smell as you
examine the patient, such as cool, clammy skin or unegyéks.
These ar efinilis.j ecti veo
2. Symptoms: These are reported by the patient, such agelest
dizziness, and nausea are felt by the patient. These are
ASubj dirdingsv e 0

Significant Mechanism of Injury Unresponsive Medical Patient

e Perform a rapid secondary assessment. e Perform a rapid secondary assessment.
e Take vital signs. e Gather a patient history.

e Gather patient history. ° Take vital signs.

No Significant Mechanism of Injury Responsive Medical Patient

e Perform a focused secondary assessment. e Perform focused secondary assessment.
® Take vital signs. e Gather a patient history.

e Gather patient history. ® Take vital signs.

Secondary exam for trauma patients with significant MOl
1) Check the head for bleeding and deformities. Take care not to mdveattie
Check the face for pain, deformities, or discoloration. Check for symuwfetry

10
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facial muscles by askinpe patient to smile or show his teeth. Look for any
fluids that may be leaking from the ears, nose, or mouth.

2 Examine the patientdés eyes for signs
equality, and reaction to light. Observed the inner surface of tideye
(conjunctiva). The tissue should be pink and moist. A pale cololimdéate
poor perfusion.

3) Inspect the ears and nose for drainage, either clear or bloody. Clear or
bloody fluids in the ears or nose are strong indications of a skull fracture.
Also inspect the nose for singed nostrils, which may indicatmkizdation
of toxic smoke. Flaring nostrils may be a sign of respiralmtyess.

4) Inspect the mouth for foreign material, bleeding, and tissue damagefdrook
broken teeth, bridges, denturesgdamowns. Check for chewing gum, food,
vomit, and foreigrobjects.

5) Check the neck front and back for pain and deformity. Look fonatical
identification jewelry. Also notice if the patient has a stoma, or evidence of
the tracheal deviation. Observed jogular vein distention (JVD) and
accessory musclese.

6) Use both hands to inspect the chest front and sides for pain and deformities.
If necessary, bare the chest. Gently apply pressure to all sides of the chest
with your hands. Observation equal expansion of both sides of the chest.
Note any portion that appesato be floating or moving in opposite directions
to the rest of the chest; this is called paradoxical moverteald indicate
an injury called a flail chest in which 2 or more ribs or fracture in 2 or more
places. When baring the chest of femalequas, provide them with asuch
privacy aspossible.

7) Inspect the abdomen for any signs or symptoms of trauma such as pain,
deformities, distention, rigidity, and guarding. Gently press on each quadrant
of the abdomen with the palm side of the fingers,ngoéiny areas that are
rigid, swollen, or painful. As you press on the area, ask the patient if it hurts
more when you press down or when yowjet

8) Inspect the pelvis for pain and deformity. Note any obvious injury to the
genital region. Look for withessaused by incontinence or bleeding an
impaled objects. Do not expose the area unless you suspect theirgusyan
In male patients, check for priapism, the persistent erection of the penis,
which may be a sign of spinal cargury.

9) Feel the lower bacfor pain and deformity. Take care not to move the
patient. Gently slide your gloved hands into the area of the lower badk that
formed by the curve of the spine. If possible, roll the patient to inspect the
entire back of pain andeformity.
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10) Examine each leg and foot individually. Compare one limb to the other in
terms of length, shade, or deformity.

11) Check for distal circulation, sensation, and motor function. Check the
dorsalis pedis pulse which is located on top of the foot just lateitad krge
tendon of the bigoe.

12) Examine the upper extremities from the shoulders to the fingdftipsnine
each limb separately for pain adeformities.

13) Check for distal circulation, sensation, and motor function in each Nawel.
any weakness, numbsg or tingling. Observed for evidence of track marks
or medical identification jewelry

Secondary exam for trauma patients with NO significant MOI:instead of examining
the patient from head to toe, focus your assessment on just the areas of the
patient tds you or painful or that you suspect may be injured because of the
mechanism of injury. The assessment includes a physical exam, vital signs, and a
patienthistory.

Secondary exam for the unresponsive medical patient
1) Same as the trauma patient wstgnificant mechanism onjury

2) Specifically for medical problems, lodér:
a. Neck. Look for Mac vein distention and medicintification
jewelry
Chest. Check presence and the quality of breatimds
Abdomen. Assess for distention, firmnesstigidity.
Pelvis. Check for incontinence of urinefeces
Extremities. Check circulation, sensation, motor function, and for
medical identificationewelry

®oo0o

Secondary exam on the responsive medical patient
A. The most important assessment information is obtainedgh thepatient
history and the taking of vitaigns.
B. Focus the exam on the body part that the patient has a comhimed
C. Use mnemoni©PQRST:
O Onset.What were you doing when symptostarted?
P 1 Provocation. What makes the pain worse lmgtter?
Q- Quality. Canyoudescribe how your paifeels?
R- Region and radiation.i Poi nt t o where it hurts
radiate to any part of yoinody?
5. S Severtyion a scale of 1 to 10,havevi t h 10
ever felt, how woud you rate your pain right o w? 0
6. T-Time.A When did you first bedangm having
have you had this pain?o

»own R
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TREATMENT : Focus on ABCO6s of the primary exam

. AIRWAY : If patient is not maintaining adequate airway withaggistance, open
and maintain the airway using the following Bteghniques:

A. Maintain Gspinestabilization.

B. Utilize jaw thrust/chin liftmaneuver.

C. Utilize head tilt chin lift maneuver ONLY if other techniques faimaintain
adequate airway.

D. Keep airwayclear of obstructions (suction aseded).

E. An oral airwaymay be utilized if airway is still inadequat&ee Appendix:

airwayprocedures

F. A nasal airwaynay be utilized if airway is still inadequate or if oral airway
is not tolerated or is contraindicdtgSee airwayrocedures

G. In respiratory arrest or cardiac arrest patients, Use BVM with oral
and/or nasal pharyngeal airway to assist ventilations. King Airway device
may be used by certified EMT and trained First Responders. (See Appendix
B: airwayprocedures).

ll.  BREATHING : Assist respirations as needed with vatye-mask in preparation
for the arrival of the advanced life suppambulance:

F. If patient is conscious and appears mildly short of breat2 via nasal
cannula at2 LPM.

G. If patientunconsciou&ND breathing: 1 O2via non-rebreather maskat 5
LPM.

H. If patient is conscious AND has ANY of: (1) moderate to severe respiratory
distress(2) significantfacialburn,or (3) isatrauma patient. 1 O2 via non
rebreather mask at15LPM.

l. If patient is breathing AND respirations are inadequate (less than 8 per minute),
or if patient is cyanotici] assist ventilations withBag-Valve-Mask deviced
100% O2 using approved airway devices as above at rate 14 peinute.

J. If patient is unconsciouBND NOT breathing: [ provide ventilations with
Bag-Valve-Mask (100% O2) at 14 per minute with oral or nasal airway in
place OR ventilate using bag and King Airway if approved.

.  CIRCULATION :

A. Assess for adequate pulse and blood pressure.pifiise:
-Provide chest compressions as indicated by CPR algorithms
-Do not delay or pause compressions.

B. Identify any source dfleeding.

13
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C. Control bleeding with direct pressure or presqaiats.
-If bleeding not completely controlled, notify EM3spatch
immediately!
-Apply Tourniquet: (CAT Tourniguet pg. 125)
. Should be applie@NLY if ALL other efforts havdailed.
2. Notify EMS Dispatch immediateliy tourniquet isapplied.
3. Should remain visible (Never cover with dressirgljgets,
etc.)
4. Note timeof tourniquet in ink on a piece of tape easilible.
5. Once applied, DO NOT releasmurniquet.

V. Keep patient warm and protected from ¢éhements.
V. If not contraindicated by specific injuries, place patient in positicrooffort.
VI. If seizing, protecpatient from further injury.
VII. If unconscious, protect airway, assess blood glucose, monitor with AED (with
monitor) if available.
VIII. If patient is obviously pregnant, place on left side whenever possible to permit better
bl ood returnneato t he motherds
IX.  Pt.should NOT be given anything by mouth or be allowed to takersalcation

unlessspecifically indicated in the followingrotocols.

REPORT - Reporting information to the EMS crew:

On critical patients, if possible, give the following information to EBAvhile the crew

is still enroute

Critical patients defined asinconscioussevere respiratory distressevere chest pain,
amputation, burns, active seizures, complications of childbirth, penetrating injuries,
unstable vital signs, cardiac arrest, life safety hazard to crew, any serious conflicts with

dispatch information

Il. Report should be brief and concise with pertinent information dnpatient and
scene are stablewait until crew arrives to report the followiingformation:

A. Age/Sex./Name (if you knovt)
B. Chief complaint/problenfbriefly).
C. Brief, problemfocused phyisal exam.
D. A brief patientstatus:
(1) Level of consciousness (eithe®C X 3 or AVPU may beused)
L evelof Consciousness x1 Person x2 Place x3 Time

Alert
Voice- responds to voice

First Responder Protocols
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Pain - responds only to pain
Unresponsive

(2) Respiratorystatus.

() Vitals: pulse, respirations, B/P, skin temperature: hot, cold, normal,
(If pertinent)

(4) Any treatment you haveendered.

(5) Any concerns.

lll. On unsafe scenes, give the following information to EMSr to crew arrival , if
possible.
Note:DO NOT place yourself atisk. Leave the scene if it is not safe.
A. Specific scendazard:
1) Hazardous materials (type and amount, if known)
2) Violent or potentially violent scenes (Be aware of your cafety!)
B.Patientdés status as | i stepdatiemtbove (1 f
contact)

DOCUMENTATION

|. The standard Fire Department or First Responder Treatment Form will be corfgrieted
all patients and a copy given to ALS Responders unless patient or scene conditions
prevent immediate completion. If not completed on scene, theNGUST be
completed and faxed to the EMS agency for attachment to the EMS patiemprate

ll. Documentation will be reviewed by a Quality Assuraheam.

15
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02  Abdominal Pain and Injuries
Reviewed and approved: 2018

ASSESSMENT:
A. GeneralizedAbdominal paincauses:
Bleeding
Infection
Ulcers
Indigestion
Constipation
Foodpoisoning
Menstrualcramps
Diabeticemergencies
Kidneystones
10 Gallstones
11. Appendicitis
12. Ectopicpregnancy
B. Signs and symptoms of acute abdominal pain:
Pain can be sharp, dulbcalized orgeneralized
Pain onpalpation
Rigid or tightabdomen
Bloating ordistention
Nausea/vomiting
Cramping
Pain that radiates to othareas
Guarding (protecting thebdomen)
Vomiting bright red blood or coffee ground lookiamesis
10 Bright red bloodn stool or dark tarryooking
C. Assessing the patient with acute abdompah
Take a goodhistory
When did the paibegin?
Can you point with one finger where the pain is most?
Did you experience any injury tnauma?
When did you last eat or drink? What gl eat ordrink?
Are you experiencing nauseavamiting?
Does anything make the pain bettenwarse?
Is there any chance you couldgregnant?
When was you last menstrual period?
10 Has there been any blood in yaramit or stool?
D. Abdominal Injuries
1. Signs andsymptoms
A. Deep cut or puncture wound to the abdomen, pelvis, or lback
B. Indications of blunt trauma to the abdomen or palegion
C. Guarding (protecting tha&bdomen)
D. Lying still with legs drawrup

©CoNo,rwNE

©CoNoOrwWNE

©CoNoh,rwWNE
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E. Rapid, shallow breathing and a rapulse
F. Rigid, distended, and/or tendandomen
G.Types:
1) Eviscerations
2) Contusions
3) Penetratingnjuries
E. Examination:
1. Expose the abdomen and observe the skin color and condition. Observe for
signs of injurysuch as bruising (sebelt),
2. Palpate all four quadrants of the abdomen to determine the exact location of
the pain. Note any area of tenderness (patient will tense up muscleseaser
that hurt when yopush)

TREATMENT :
A. Proper BSprecautions

B. Assure ARCsfirst
C. If there is no contréndication, allow the patient to position themselies
in position ofcomfort
D. If abdominal evisceration
1) Expose the wound and any organ that may have spilied
2) Position the patient on his/her back. If no spinal injury is
suspected, have the patient bend his knees. This will put less
tension on the abdominaluscles.
3) Open a large sterile trauma dressing and soak with sterile avater
saline.
4) Place the moist dressing over the spilled contents. Do youtobest
contain as mucbf the contents under the dressingassible.
5) Cover the moist dressing with plastic. This will help contaen
moisture and keep the exposed tissue from dryutg
6) Provide high flowoxygen
7) Care for shock and initiate transport as soopaasible.

17
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21.1.? | Place a large sterile dressing moistened with
sterile water or saline over the exposed abdominal
contents.

21.1.3 | Place a plastic sheet over the dressing and
secure in place.

REPORT:
Is there any traumiavolved?

Location of the pain (which quadrar)

Any obvious injuries, open wounds, @risceration?
Is patient oroxygen

What are the current vital signs?

Any dressingsipplied?

nmoow»
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03  Altered Mental Status
Reviewed and approved: 2018

ASSESSMENT:
A. Take appropriat8Sl
B. Perform primary Survey (See Protocoli0OGeneral Supportive Care, pg. 7,
Focus 0mMABCs.)
Perform secondary survey, including patient history ardiphlexam
Complete appropriate reassessments
Comfort and reassure patient while waitingvS
Possible causes of altered mental statclside:
Seizures
Stroke
Diabeticemergencies
Poisonings andverdose
Hypoxia
Shock
Infection
Trauma
Psychiatriccondition
J. Liver failure
G. Signs andsymptoms:
a. Confusion
Seizures
Inappropriate behavior (verbghysical)
Combativeness
Syncope (collapse dainting)
f. Unresponsiveness
H. Assess for signs ofstroke:
a. Facial droop: have the patient look at you and sr@ileserve if the facial
muscles do not move symmetrically or if there is facial droop orsidee
b. Arm drift: Have the patient hold both arms straight out in front of him/her
and close their eyes. Observe for arm drift, one arm drops down while the
other remans up.
c. Abnormal speech: Observe for slurred speech, inappropriate words,
inability to respondrerbally.

mmo o

o

= R =)

®oo0 o

TREATMENT :
A. Moni tor the pateathingt 6s ai r way and
a. Have suction handy if needed to clear cality
b. Be prepared to position patient in recovpogition to facilitydrainage
of secretions/vomit.
c. Be prepared to assist withngatientd
pharyngeal airway, assist with BVM as needed, suction, etc.
19
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Monitor vital signs

If patient or fire departmenthaggal uc o met er , meldosdur e t he
sugar

D. Provide emotionasupport

E. Position the patient properly for comfort gmatection

F. Do not administer anything by mouth, especially if there is a significant

altered mental status, rather wait for EMS. If patieronly slightlyconfused

but otherwise can sit up, swallow, and assist with taking oral glucose for

glucose levels less than 6@y/dl.

Ow

REPORT:
A. If patient is conscious or unconscious
B. If airway is compromised and assistance is bpnogided
C. If blood sugawas checked and if so, what was teading?
D. Is patient seizing anot
E. Is there any evidence of a stroke and if so, what time did the symgtairns

or when was the last time the patient was segmal?

20
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04 AMPUTATED PART
Reviewed andpproved: 2018

ASSESSMENT
A. ABCO s . -(Genera Suppbrtive Care Protocol, By.

B. Amputation above the ankle or wrist is consideréama alertNOTIFY
EMS.

TREATMENT

A. Control bleeding with direct pressure to the wound or pressure over nearest
arterial pressure point. Apply tourniquet only if all other efforts 2ME
Dispatch must be notified immediatélysee pg. 125 TourniquetApplication.

B. Oxygen via nasal cannula @ 2LPM. IF major amputation (whole leg or arm) may
consider nosrebreathemask at 19.PM.

C. Keep patient warm, protected from the elements, elevate invektesmity.

D. Care of AmputateéPart:

1. PRIMARY CONCERN SHOULD BE TREATMENT OF THE
PATIENT. NOT RECOVERY OF AMPUTATED PARTS.

2. Do not rinse the amputat@art.

3. Wrap amputategart in gauze moistened with sals@ution.

4. Place in sealable bag (zip lock), then place bag inside contfidleabr
with water and several ice cubes or cold paBksnot immerse
amputated part. Label with name, date, and time. Do not allow
tissue to freeze or come in contact waé.

E. For partial amputations: If amputation is incomplete, splint in place, control
bleeding, and elevate the extremMever complete a partialamputation.

REPORT
A. Report per 04General Supportive Care Protocol, fg.

B. Include the followingnformation:

1. If amputation is complete mot.
2. Site ofamputation
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05 ANAPHYLAXIS/ALLERGIC REATIONS
Reviewed and approved: 2018

ASSESSMENT
A. Assur e AB Cd&sneral Supmorive Cdre Protocol, gy.

B. Pay particular attention to any evidence of airedgma.
1. Lips or tongueswelling.
2. Hoarseness awheezing.
3. Notify EMS Dispatch if patient has any of théselings
C. Signs andsymptoms:
(1) Burning, itching, obreaking out of the ski¢hives)
2 Breathing that is difficult andapid
(3)  Altered mental status, fainting anresponsiveness
4 Pulse that is rapid angeak
5) Cyanosis of the lips and naiéds
(6) Swelling of the tongue arttiroat
(7) Restlessness

TREATMENT
A. Takeappropriate BSI precautions and perform a prinaggessment.
B. Ensure a clear airway and adequateathing
C. Oxygen via nofrebreather mask (15 LPM) as outlined in General Supportive

CareProtocol.

D. If blood pressure normal: Advise EMS the patient is stable.

E. If hypotensive (systolic blood pressure <80) and patient hasmulierate
respiratory distress, elevate legs and advise EMS of cipiatant.

F. Keep patient calm and place in position of comfort

G. If patient has prescribed medication (E2I pen, and/orinhaler) for allergic

reaction, the first responder may assist administering the medication to the
patient.
a. For auteinjectorEpinephrine
i. Obt ai n pat i endn@gdor. Bnsureshe R idweitten faru t o
the patient having the allergieaction.
ii. Makesure medication is not expireddiscolored
iii. Remove cap from auiojector
iv. Placetipofaute nj ect or against patientos |
between the hip and knee. (DO NOT PUT YOUR FINGERER
THE TIP OF THE AUTGINJECTOR. USE CAUTION NOT TO
AUTO-INJECT YOURSELF WHILE HANDLING THE AUTO
INJECTOR).
v. Push the injector firmly against the thigh until the injeeictivates
vi. Hold the injector in place until the medication is injected (at [Bast
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seconds)
vii. Record activity andime
viii. Dispose of thenjector in a biohazardontainer.

REPORT
A. Report as previously stated in General Supportive Bar®col
B. Include thefollowing:

If reaction from bite, what bit patient.

If reaction from medication/other, what medication andtainer.

If reaction isgeneralized or local.

If symptoms areresent.

Swelling of the face or airway, difficulty breathing wheezing or (asres).
If any medications weradministered.

eoprwWNE
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06 AUTOMATED EXTERNAL DEFIBRILLATION
Reviewed and

approved: 2018

BACKGROUND:

The AED is designed to be used only on patients with no pulse who are suspected of being in full

cardiac arrest. It will only allow you to shock certain cardiac dysrhythmias, but may not
accurately interpret the condition if the patient has a pulse or spontabesathing. Therefore,

t he

AED and AANALYZEO mode should ONLY be
or breathing. If your AED has monitoring capabilities, the electrodes may be placed on the chest

of a patient complaining of chest pain or whargonscious, but only for the purposes of cardiac
monitoring by a properly trained and experien

button or ANCHARGEO or fSHOCKO on a conscious

monitoring. NEVER shock a patiemho is conscious, breathing, or has a pulse even if the
machine advises fishocko. | MPORTANT: Even i
the new 2010 ACLS protocols, ALWAYS follow the voice prompts on your particular unit (DO
NOT turn unit offandon). It is recommended that you update your AED as so@ossible.

ASSESSMENT:

aprwdE

6.

7.

Establish unresponsiveness. Shake gently, shout, and stimulate.
If patient is a child less than 8 years old or less than 55skEbelow.
ABCbOGs per GenerRdtocdBRgg.porti ve Car e

If no pulse Notify EMS Dispatch immediately.

Initiate CPR per protocol bldO NOT DELAY placement of AED if the collapse is
witnessed and AED is readily availableln witnessed sudden cardiac arrest, the use

of AED has priority over albthertreatment.

Obtain as much history of the event as possible (Including circumstancesjmewn
patient history, bystander CPR prior to arrival, etc.).

Scenesafety.

TREATMENT :

1.
2.
3.

ABCO s {GeneralBdpportive Care Protocol, Pg
CPR (with Gspineprecautions when indicated) per AHA/Red Cross/A8lgobrithm.
Insure sceneafety.

-free of metallic objects, combustibles, pools of water.

-safe for rescuers.

-dry off the patient

WITNESSED COLLAPSE

1. Immediately open AED pads and place the appromiaéeAdult or Pediatric pads on
patientds chest as shown in diagram.

2 Turn on AED.

3. Analyzerhythm.
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-l f shock advi sed: make sure pmltient is
delivershock.
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- If shock NOT advised: reassess patient and perf@PR as indicateper

AHA/Red Cross/ASHprotocols
Follow voice prompts or instructions on screen.
Deliver one shock and Continue CPR for 5 cycle302.
Reassess condition of patient.

©No oA

Stop CPR to ranalyze rhythm and check pulse ever§ in.
- Continue CPR as needed between defibrilladittempts.
9. Successful defibrillation will be indicated by return gfidse.

- Patients generally do not start breathing or wakerupediately but rarely, they

might. However, do not expect patients teuptand thankou.
- If patient has return of pulse, document time and numbsharfks.
10. Provide 100 % oxygen and ventilation continuously via-Batye-Maskbut
remember to remove ti&/M during defibrillation.
11. If there is ever ANY doubt that the AED is working properly, turn it QRE
continue CPR without it.

UNWITNESSED COLLAPSE

1. Give about 5 cycles of CPR before usikigD.
2. Turn onAED.
3. Analyzerhythm.
-If shock advised: makesupeat i ent i s fAcl earamnd and
delivershock.
- If shock NOT advised: reassess patient and perform CPR as ingieated
AHA/Red Cross/ASHprotocols
4. Follow voice prompts or instructions on screen.
5. Deliver one shock and Continue CPR for 5legmf30-2.
6. Reassess condition of patient.
7. Continue CPR if stilpulseless.

-Dondét stop CPR fotmemore than 20

8. Stop CPR to r@analyze rhythm and check pulse evety rin.
- Continue CPR as needed between defibrillation attempts.
9. Successful ddfrillation will be indicated by return of pulse.

Continue CPRifstilnopulseDon 6t st op CPR fabatimemor e

S

t han

resc.

ec. at

- Patients generally do not start breathing or wake up immediately but rarely, they

might. However, do not expect patients teugitand thankou.
- If patient has return of pulse, document time and numbenacks.
10. Provide 100 % oxygen and ventilation continuously via-Batye-Maskbut
remember to remove the BVM duridegfibrillation.
11. If there is ever ANY doubt that the AED is working properly, turn it QREt
continueCPR.

SPECIAL CONSIDERATIONS

1. PEDIATRIC PATIENTS Defined as 8 y/o or less than 55 Ibs.
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a. The standard AED comes equippedy with adultpads.
b. Several new models of AED can be equipped with pediatric pads that must be
purchasedeparately.
- Pediatric pads are smaller, tbdny agechild
- Pediatric pads have a built in attenuator that steps down the amount of
energy (joules) delivered in tiskocks.
c. If no Pediatric pads are available Adult pads can be utilizecchrica
or infant. If pads overlap or come within 1 inch afichinguse
the anterior/posterior placement procedure.

2. PEDIATRIC AEDPROTOCOL

a.ASSESSMENT

- Determine age less than 8 and wt. less than 55 Ibs.
- Otherwise same as adult.

b. TREATMENT

-ABCO6 s {Ceneral®dpportive Care Protocod.7.

- StartCPR

- Open AED,unplug adult pads from the AED unit, and plug in the
pediatric pads (if available, if not utilize adpkds)

- Place pads on child/infant chest as shown ormlidgram.

- AED functions the same as with adult patients.

- Protocol otherwise the sameaults.

REPORT:

1. per 01- General Supportive Care Protocol, g.
2. Provide detailed history of down time, number of shocks, and resulierapy

27
First Responder Protocols

Reviewed and approveday 2018



07- Behavioral Emergencies
Reviewed and approved: 2018

ASSESSMENT:

A. Approach with caution and observe fagrss of agitation or violence. Do not
approach the patient if it is nséfe!
Identify yourself and let the patient know you are theieelp.
Inform the patient of what you were doing attaties.
Asked questions in a calm, reassungce.
Without being judgmental, allow the patient to tell whappened.
Show that you are listening by rephrasing or repeating part of wéeitlis
Be aware of your posture and body language and the message it sesngling
to thepatient.
H Assess t he ptatusiappearadce, actinaty) $peeth, and orientation to
person, place, time, amyent.
l.  Always consider the need for lsamforcement.
TREATMENT :

@TMMOOw

Perform a scene size up and consider the need fartmcement.
Perform a primary assessment by obserttigpatient from a safiistance.
Acknowledge that the patient seems upset and restate that you areHedpe to
I nform the patient of what youbre doing
Ask questions in a calm, reassurirgice.
Encourage the patient to state what is trouldhiimg/her.
Do not make quicknoves.
Answer questionbonestly.
Do not threaten, challenge, or argue with distuntetients.
Do not #dAplay al ongo wdistutbanbea.l | uci nati ons
Involved trusted family members or friendsaffpropriate.
Be prepared foan extended scemiene.
. Avoid unnecessary physicabntact.
Leave yourself a way out. Never let the potentially violent patient Gatveeen
you and youexit.
If situation escalates and the patient becomes potentially violent, retresfto a
location and wait for law enforcement to arrive on scene. Patient may need to be
physically and or chemicallestrained.
P. Notify EMS as soon as possible if law enforcement arrives on scene and proceeds

to restrain patient in a hogg¢iéd (arms and legs tied behipdat i ent 6 s back

face down) fashion as the risk for asphyxiation (stop breathimgghs
REPORT:

ZZrACTIEIMIMUO®R

o

A. Is patient continuing to present in a threatemmanner?
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B. Is law enforcement on scene or neededaane?

C. Is the safety obystanders/family beinthreatened?

D. If you are staging for law enforcement and if EMS needs to stat¢ganfor
enforcement.
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08 Bleeding and Soft Tissue Injuries
Reviewed and approved: 2018

ASSESSMENT:
A. BSIprecautions
B.Assess severity of blood | oss based

estimation of visible blood los#.signs and symptoms of shock are present,
bleeding should be considerserious.
C. Type of bleeding: Arterial, Venous, @apillary?
a. Arterial: sputing with each heartbeat. Color is brigatl
b. Venous: Steady flow of dark rédood
c. Capillary: tiny blood vessels, slow oozing of bright red blfvoch
tissue. Common with scrapes and abrasions.

TREATMENT : for BLEEDING

YES

—_— —_— —_—
lNO

NO

—

lYES

A. DirectPressure:
a. Place you glovetiand(s) directly over the wound and appigssure

b. Keep applying steady, firppressure
c. If dressing is immediatelgvailable:
30
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Apply firm pressure using clean dressing or a ct#ati.

Apply pressure until bleeding is controlled. In some c#ges
may take several minutes. RESIST the temptation to remove
pressure repeatedly to determine if the bleeding has stopped.
Assume it has stopped when you do not see bleeding through
or around the dressing abdndage.

Secure the dressing in place withandage to createpaessure
bandage.

Never remove or attempt to replace any dressing tlagipised
directly to the wound. To do so may interrupt clot formation
and restart bleeding. If an outer dressing becomes soaked with
blood, replace it witlanother dressing. Make sure you do not
disturb the dressing that is immediately againstbend.

d. The application of a pressuideessing:

iv.

Place several layers of clean dressings directly owdlned.
Maintain pressure with your gloved hand.

Use a rollebandage or cravat (folded triangular bandatges)
secure the dressings in place. It should be wrapped firmly
above the dressing and above and belowvihiend.

Wrap the bandage to produce enough pressure to ctrerol
bleeding.

Check for distal pulses teelrertain that the pressure Inas
restricted circulation beyond theund.

B. Elevation: may be used in combination with direct pressure when deaiing
bleeding from an arm or leg. Do not elevate if you suspect fractures to the
extremities or a possibkpineinjury.

a. While maintaining direct pressure over the wound, elevate the injured
extremity. When practical, raise it so that the wound is aboJeuke

of art.

b. Continue to apply direct pressure to the sitbleéding

c. Provide care for shock. Calm arehssure the patient, maintaiormal
body temperature, and administer oxygen as per general patient
assessmeirrotocol.

C. Tourniquet

a. If bleeding persist despite direct pressure and elevatpply

tourniquet per Tourniquet Protocol, dg5.
D. The followingrules apply talressing awound:

a. adressing and bandage or a little value if they do not help control
bleeding. Continue to apply dressing material and pressueedsd
to controlbleeding.

b. Use sterile or clean materials. Avoid touching dressings iardgnethat
will come into contact with thevound.

First Responder Protocols
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c. Cover the entire surface of the wound and, if possible, the immediate
area surrounding theound.

d. Once a dressing is applied to the wound, it must remain in pldde.
new dressing on top dood-soaked dressings. When a dressing is
removed from a wound, bleeding may restart or increassden

E. The following rules apply tbandaging

a. Do not bandage too tightly. It should hold the dressing snuggly
place but not restrict blood flow to thesthl extremity.

b. Do not bandage too loosely. The dressing must not be allovgéig to
from the wound or move while on tiaund.

c. Do not leave loose ends. Loose ends of tape, dressing, onmegith
get caught on objects when the patient is beioged.

d. Do not cover the fingers and toes unless they are injured. These areas
must be left exposed for you to watch for color changes that indicate
change in circulation. Blue skin, pale skin, and complaints of
numbness, pain and tingling sensations all indidaethe bandage
may be todight.

e. Wrap the bandage around the limb starting at its far (distal) end and
working toward its origin or near (proximal) end. Taking saction
will help reduce the chances of restrictigculation.

f. Always check distatirculation, sensation, and motor functioefore
and aftebandaging.

OPEN WOUNDS:
Abrasions
Lacerations
Punctures
Avulsions
Amputations
Crush Injuries

TREATMENT :

A. Expose the wound. Cut away clothing over and around anvegemd.

B. Remove superficial forgn matter from the surface of the wound witsterile
gauzepad.

C. Control bleeding with direct pressure and elevation (see above). Do not
elevate a limb if there is the possibility of a fracture. A tourniquet should be
used if direct pressure and elevatoio not control the bleeding. Administer
oxygen and per general supportive gam@ocol.

D. Prevent further contamination by using a sterile dressing or clean cloth to
cover the wound. After the bleeding has been controlled, bandage the dressing
in place.
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E. Keep the patient lying still, as any activity will increase circulation. Keep the
patient lying flat, using a blanket or other form of covering to provide
protection from thelements.
F. Reassure the patient. This will reduce patient moveara&himay helfpower
the patientds bl ootvepressure toward a
Care for shock. This applies to all but the simplestadnds.
When cutting away clothing to expose an open wound, avoid cutting directly
through holes made by knives or bullets. They serve as valuabéxidence
if the patient is a crimeictim.

I ®©

|.  ForAvulsions:
a. Gently fold the skin back to its normal position prior to applylirgct
pressure.

J. ForProtruding organs:
a. Do not try to push protruding organs back into the kaoty.
b. Place a plastic covering over the exposed organs. If possible,apply
thick dressing over the top of this covering to help condezaé
c. Provide care for shock. Do not give the patient anythingndyth.

K. ForScalpInjuries:
a. Control bleeding with a dressitgld in place with gentle pressure.
Avoid exerting excessive pressure in the event thereassoctiated
skull fracture.

b. A roll er bandage or gauze cam be wr
hold dressings in place once bleeding is controlled. If suspeeck
or spine injurr, use caution to kee

when applying théandage.

c. If there is no signs of skull fracture or injuries to the spine, neck or
chest, you may position the patient so that the head and sharelers
elevated.

L. ForFacial Wounds
a. Ensure an open and clear airway. Being careful to noteraperly
care for neck and spingjuires
b. Control bleeding by direct pressure, being careful not to presstdo
because many facial fractures are aimtious
c. Apply a dressig andbandage.
d. If object penetrated theheek:
I. Look into the mouth to see if the object has passed thribegh
cheekwall.
ii. If penetration, carefully pull or push the object out ofcheek
wall, back in the direction from which the object enterethdf
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object cannot be easily removed, stabilize it with dressings
applied to the outer surface of the cheek.

iii. If you removed the object, place a dressing material bettheen
wound and the patientdés teeth,
outside themouth so it can be held to prevent swallowing it.
Watch closely to be sure that the dressing does not work its way
loose and into thairway.

iv. Position the patient so that blood will drain from the mouge
dressing material packed against the inside wdarcontrol the
flow of blood. If bleeding is difficult to control and you suspect
neck or spine injuries, roll the patient while maintaining manual
stabilization of the head ameck.

v. Dress and bandage the outside ofviioeind.

vi. Provide care foshock.

M. For Open Necklnjuries:

a. Immediately apply direct pressure to the wound, using the @alm
your gloved hand.

b. Apply an occlusive dressing or some type of plastic ovewthad.
Use tape to seal this dressing on all sides. This will minimize the
possibilitythat air can be drawn into the wound, causing an air
embolism.

c. Care for shock angrovide

Alternative method for securing a dressing to the neck is as follows.

d. Place a roll of gauze dressing or dressing materials ovecthesive
dressing and continue applypressure.

e. While maintaining pressure, secure the entire dressing with afigure
eight wrap of roller bandage. This eliminates the problem of ttging
make adhesive tape stick to a blocsdyface.

f. Place the patient on his/her left side ti@nsport, with thé&ody
slightly slanted in a headownposition.

g. Care for shock and provide oxygeraifowed.
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A SEEEY

Alternative to applying a dressing to an open wound on the neck
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09 BURNS AND SMOKE INHALATION
Reviewed andpproved: 2018

ASSESSMENT

A. Scene size up. Rescusfety.

B. Stop the burningrocess.
C. Initial Assessment and treatment of life threaterwngnts:
(1)ABCOs

(2) Determine type and location biirns.

(3) Look for burns in or near mouth, nose, throagioway.
(4) Look for soot ontongue.

(5) Look for singed nasal airs or sootrinse.

D. Determine type and location btirns:
(1) Superficial (skin redsunburn)
(2) Partial Thickness (Blisters)
(3) Full Thickness (skin charred, white andidack)
If patient has partial thickness or full thickness burns of 15% or greater Body
Surface Area (see chart below, rule of 9s), notify EMS immediately. IF PATIENT
MEETS TRAUMA ALERT CRITERIA NOTIFY EMS IMMEDIATELY.
TREATMENT - Immediate Treatment
A. Remove patient from smoldering clothes, unlessastinelted to the skiRemove
any constricting jewelry. (If jewelry removed have witnessed, document quantity

anddisposition.)

B. Maintain body warmth in the patient with extensive burns. Cover bamead
with a sterile sheet, fossible.

1. Tar: Cool tar with water or salifeo not attempt to removetar)

2. Chemical:
i. Brush off dry chemicals unless otherwise indicatedhfiyrmation
obtained.
ii. Flush with copious amounts of water or normal saline. (Do nob try
Aneutr al i z e chendcalgxpaswresby esing aaything but
water.)

3. Electrical: Note any secondary fractures and exit wounds causearent.
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C. Cool by flushing with sterile water if area of the burn is smaller than the palm of
the patientodosthanga(ar ea 18 opf alkBogeelry Sur f
burns, do not flush witiwater.

D. Oxygen via nofrebreather mask at 15 LPM if:
(1) Respirations labored, short of breath or coughing.
(2) Exposed to smoke for lengthy periodtiofie
Note: Via BagValve-Mask device witHL00% O2 if respirations
inadequate
(3) If significant partial thickness or full thickness burn.

E. Reassess vitals everysaninutes.
F. Perform detailed physicalkam
G. When treating a patient with large surface area burns, prevent heat loss by

covering with clean, dry blankets osheets.
REPORT

A. As indicated in 0% General Supportive Care Protocol, @g.

B. Include the following additionahformation:
1 Age of patient
T Location and degree blrns.
1 Was the patient in an enclosed space duringjrié®
1 Did patientexperience loss of consciousness duewngnt?
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rid Back
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Adult

Left arm
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Right leg Left leg
=13.5% =13.5%

Child

Rule of nine for determining the percent body surface area burned
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CARDIAC ARREST
Reviewed and approved: 2018

ASSESSMENT

A. As s ess AB-Spgnsprotectionh C

B. Notify EMS immediately that patient is in cardiac arrest. Do not deld®3R.

D. Observe for signs of obvious death: (If these are presetity EMS
immediately.)

(1) Rigidity in extremities

(2) Pooling of blood in dependent areas (such as legaak)
(3) Decapitation omassive heattauma

(4) Decomposition

(5) Massive, lifeendingtrauma

E. Determine physical status of thatient:

(1) Pupillaryreaction.
(2) Skintemperature

F. Start CPR immediately while second responder obtains the follomfimgnation:

(1) How long has the patient beenresponsive?

(2) When patient was last seen by familyothers?
(3) Was arreswitnessed?

(4) Wasadequatdystander CPR begummediately?

TREATMENT

A. Begin CPR immediately with 30 compressions. High Quality CPR @ 100/min.
Minimize interruptions. Follow upompressions with 2 breaths. Repeat 30:2
cycle.

B. Oxygenate the patient with 100% O2 via Baglve-Mask device with &pine
precautions if indicated. If no gag reflex, insert an oral pharyngeal or nasal
pharyngeal airway. Have suction available and sudrahcavity asieeded.

C. If you and your department are authorized by the Medical Direcfmrform
Automated External Defibrillation, proceed to the AED Protoggl24.

D. Check pulses withand withouti CPR.-consider AUTO PULSE or LUCAS Il if
available (Appendix)
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E. Rotate positions every two minutes so one person is not overwamked
continuously reassepsatient.

F. Continue CPR except for pulse checks and defibrillation per pigidcol.
Never pause compressions for more thase

G. Notify EMS immediately on return of spontaneous circulation and reassess for
adequate pulses and BP.

(1) Continue 100% O2 via BVM if ndireathing

(2) Continue 100% O2 via NRB mask and support airway if spontaneous
breathingeturns.

SPECIAL CONSIDERATIONS
A. I f family offers information regNording
Code Orderso, obtain the written order
Advise dispatch ASAP if it is not current. Do not discontinue CPR without first
informing EMSand obtaining their permission to so.

(1) If there is any doubt in your mind whether or not to resuscibasn
resuscitation and contact EMS.

B. Observe the sceneds -scenetinvagtigationyDohad r po s si
move or touch anything unless it is absolutely necessary to do so. If you must do
so, make a mental note to tell {halice.
REPORT
A. Provide history and further information to EVCrew on theiarrival.

B. Be prepared toeport:

(1) Downtime
(2) Treatment provided (including defibrillati@itempts)

EXPECTED ORDERS

A. ContinueCPR.
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